Title: A qualitative study to explore the issues for patients and students when giving feedback on the communication of dental students.
| INTRODUCTION
Engaging with patients in an active way to improve medical education, research and service delivery is recommended in the UK at national level by the Department of Health (DH) 1 and the National Institute for Health Research (NIHR) 2 underlined by the Francis and Berwick reports. [3] [4] [5] Their aim is quality care focused on the needs of the patient stating the "patient voice should be heard at all times". 5 This paper focuses on the role of patients in medical education, specifically dental education and using patient feedback to develop students' communication skills.
The Health Foundation considered "Can patients be teachers?" encompassing a literature review, telephone interviews and web-based surveys of UK medical and dental schools. 6 They noted a great diversity in the involvement of people who are patients in medical education, notably for social care and mental health professions, but with little data from dentistry. A strong evidence for short-term benefits for all stakeholders but little long-term evaluation of outcomes was recognised. Further good-quality research was recommended to develop the evidence base of sustainability and behaviour change.
The wider literature on patient involvement in medical education may have relevance to dental education. [7] [8] [9] [10] Patients see themselves making significant contributions to the training of medical students as they consider themselves experts in their conditions 11 Lauckner, Doucet and Wells discuss the challenges and benefits faced by patients with long-term health conditions sharing experiences with students 12 Patient participants spoke of "personal learning about their condition"
and "making valued contributions" as the main benefits. "Potential vulnerability" around sensitive emotional topics was the main challenge.
Overall, the benefits outweighed the challenges and it was concluded that both could exist simultaneously when factors such as disclosure monitoring or receptivity of learners are managed.
There is strong support from educators and students for patient educators in medical education. 13 Oswald et al. noted the students found communicating with real patients advantageous as the patient educators were seen as unique individuals rather than standardised cases and together were valuable partners in their treatment 14 Patient educators are seen to facilitate a learning environment that adds authenticity and makes space to ask "stupid" questions and learn from mistakes 15 A balanced power relationship between patient educators and students is desirable to support the legitimacy of learning. Making space for asking questions and being permitted to make mistakes facilitates this. 15 Skilful communication is arguably a fundamental enabler to patient care. Multiple teaching and assessment methods examining student communication with their patients have been reported. 16 Whilst there is a plethora of research and guidance from medical, nursing and allied healthcare professions regarding appropriate communication skill training, there is little evidence relating directly to dental education.
Amongst the benefits specifically noted when dentists demonstrate effective communication skills are increased patient satisfaction, [17] [18] [19] [20] improved patient adherence to dental recommendations ,21,22 decreased patient anxiety [23] [24] [25] and lower rates of litigation. A content analysis was performed on the eight articles by identifying the study design, number and stage of education of participants, the type of intervention, the results, risk of bias and the limitations and relevance to this study. Three of the papers were not deemed relevant to this study; for example, they used simulated patients. [34] [35] [36] Of the five remaining papers, one was the systematic review by Carey et al. 22 The remainder focused on the development and trial of a patient communication assessment instrument. [37] [38] [39] [40] It was concluded that none of the papers addressed patient perceptions of providing feedback to students. However, Wener et al. noted that an important area of communication that was missing from the literature was "whether the provider welcomed assessment and feedback". 37 Clearly, the literature recommends feedback from real patients on the communication skills of their treating dental student. Clinical educationalists are encouraged overall by this literature to utilise the value-added contribution of the patient to authenticate and maximise learning. However, no evidence was found in the dental education literature on the issues real patients and students would face when asked to do this. Moreover, patients are not commodities to be exploited or used. To be truly collaborative, it is necessary to seek patients' views on whether and how they wish to be involved in clinical education and the provision of feedback to students. The aim of this study was to build on a limited body of evidence exploring the perceptions of patients and dental students on the giving and receiving of feedback about student communication skills. It will also heighten the understanding of the issues faced by patients and undergraduate dental students. In our institution, like many others, a patient-to-student feedback process was not in place prior to the study. The findings from this study will inform the development of this initiative and have relevance to other dental schools in the same position. In the future, patients can then be invited and supported to become educators in the development of dental students' communication skills. The findings may also have relevance to the training of communication skills for other healthcare professionals.
| METHOD
Qualitative methodology was used to answer the research question "What are the thoughts, feelings and perceptions of patients and dental students with respect to involving patients in giving feedback on dental students' communication skills during clinical encounters."
Data were collected using focus groups, two with patients and one with dental students. It was felt important to involve patients themselves in the decisions concerning research methodology and patients were asked, after explanation of the study, to select focus groups or interviews as the preferred method of data collection. Focus groups were favoured by a ratio of 7:3 as they were felt to be less intimidating than interviews with security enhanced in a group and where other group members might trigger new thoughts. Focus groups were therefore chosen to gain a high-level rationalisation of the thoughts, feelings and beliefs of the target population and to elucidate their reactions to the research question.
The literature is fairly didactic on focus group size with eight to twelve participants being seen as the ideal. 41 For this study, eight was selected as the preferred number. This was felt to be comfortable for the participants, and the group interaction between eight participants would generate rich data and allow clarification of opinion. Any more participants could be overwhelming, unmanageable or repressive for quieter participants. The questions and prompts used in the focus groups are outlined in Table 1 .
The study population were Year 2 dental students at an English dental school and the patients treated by these students in the aca- These codes were reviewed and the relationships between these codes were sought to generate categories, which were then classified into to several subthemes, and then from this, general themes were identified. For example, the codes of "anonymous," "named," "identified" and "confidential" led to the category "anonymity." Data analysis revealed congruent and unique issues for both participant groups. The rigour of the research 42 was tested by peer debriefing, triangulation and member checking with participants, participant validation of emergent themes, prior to final analysis, clear documentation of the rationale behind decisions taken during this research study and clear exposition of the research methodology and reflexivity of the challenges faced.
| RESULTS
Of the eighty patients who were invited to participate in the study, three of the five who volunteered for the first patient focus group attended and five of the fourteen volunteers for the second one
T A B L E 1 Questions used in focus groups
Engagement questions • I am going to show you the score sheet used to rate a dental student's communication skills when they are interviewed for their first year as a trainee dentist after qualifying to each participant. This shows you the different areas of communication skills that are looked at.
• Think about how you would feel if you were asked to give/receive feedback on these different skills.
• attended. Repeating patient recruitment generated a recruitment rate of 10%, which although low gave a total of eight patient participants. Of the sixty students who were invited to participate in the study, ten volunteered to take part. As the attrition rate was unknown, all were invited and all attended. This was a recruitment rate of 17%. There was a self-selection bias towards female participants with six patient and seven student female participants, but males were represented with two patient and three student participants.
Four themes were drawn out from the data, shown in Figure 1 .
| Theme 1: Legitimacy of patients as feedback providers
The first question explored at all focus groups was whether the participants agreed that patients should be involved in giving dental students feedback on communication skills. All patient participants and all bar one student participant strongly felt patient communication skills was a "good idea." Although one student participant was undecided, the other students cajoled them into seeing the positives of this. This demonstrated a reconstruction of a view within a focus group; Patients felt they were best placed to give feedback on students' communication skills and that "nobody else could do it." These were strong sentiments that gave legitimacy, as in the rightfulness, to patients being involved in giving feedback.
Patients however exhibited some vulnerability towards this, and to augment this legitimacy, they wanted support from clinical supervisors to give feedback to students and wanted faculty to have ownership of the process rather than themselves.
Patient 5: I think it needs to be a double-act of the patient and the supervisor.
They also want permission from faculty to give them the authority and validation to be authenticated in the feedback process in the first place. Collectively, these observations strengthen the notion that patients and students perceive patient feedback could offer a valuable and unique insight into the students' communication skills. Nevertheless, this is not without concerns and supervisor and faculty agreement and support is needed to increase its acceptability.
| Theme 2: Co-educators
Patients have noticed a shift from the traditional paternalistic delivery of care in dentistry towards one where they are more involved and
Patients felt facilitating the added value of a real-life context prepared students for life after graduation. 
| Theme 3: Maintaining the equilibrium of the patient-student relationship
Patients and students at a dental educational establishment have mutually beneficial roles; patients expect good free dental treatment in exchange for their time, and students use patients to practice and hone their clinical and interpersonal skills prior to graduation. To maintain this relationship, both groups want to affiliate themselves in a harmonious relationship with the other group where there is equivalence of respect and a sense of a balance of power. Mutual beneficence may strengthen this interplay between the two groups whilst tensions may disrupt it. Maintaining the equilibrium of the patientstudent relationship was fundamental to both groups, and influences were identified from the data that could affect this equilibrium. Both participant groups demonstrated mutual feelings of benevolence and compassion for the other group that strengthened the relationship, and both groups highlighted careful support of the students was needed if feedback was negative. Patients were concerned for "sensitive" students.
Patient 6: You're glad to give feedback; you just don't want to destroy their confidence…
Conversely, there were several anxieties that weakened this relationship. Disclosure issues around anonymity were bothersome for both groups. Impartiality was a difficult area for both participant groups to reconcile, and patients had mixed feelings on whether protecting their anonymity and maintaining confidentiality would help this. In the main, the patients were happy to be identified as the person giving feedback, but this was probably due to the majority having very favourable experiences so far with their dental students.
Patient 3: I would prefer that to be sort of anonymised I think because it depends so much on the student you've got.
Students were also of mixed opinion on this issue; they did not like the feeling of uncertainty, wondering whom the potential feedback provider was but were able to sympathise with the patients for wanting to remain anonymous.
The impact of patient feedback on future encounters was seen as potentially influential for both groups. Patients were concerned that giving negative feedback may be hard for some people in case the causal effect was inferior treatment. Students felt knowing a patient had given negative feedback would make them feel more insecure about their relationship with their patient, possibly effecting their competency during treatment. These influences on future treatment led both groups to perceive the believability and calibration of the feedback to be problematic. The question of truthfulness of patient feedback was raised as both groups were aware that the impact of adverse feedback might be harmful to the patient-student relationship.
Student 5: I do wonder though how honest a patient would be if they knew it was going to be fed back straightaway
to their student.
Patient 2: it depends on your patient really, cos you don't really know the patient, you could have a patient that just flies off the handle, or one that tries and puts it in the nicest possible way.
Maintaining an equilibrium is challenging, and this was demonstrated in the conflicting areas within this theme.
| Theme 4: Timing of patient feedback
Both groups discussed the practicalities of implementing a patient feedback process, and one notable area of division between the two groups was the perception of where to place patient feedback within the dental programme. A difference in the timing of patient feedback in either higher or lower years was noted between the two groups.
Patients felt patient feedback is better in higher years (years 4 and 5) as they felt students were better equipped to manage the impact of this, being more mature and confident;
Patient 3: It's tricky, it depends which students you've got, I think if it's ones who were just in the second year, the first time they come across a patient that's very new… Or the fourth and fifth, they can handle it better, but I think for when they first start they're so under confident anyway.
And students wanted to learn as much as possible at the beginning of their programme and "get it right" early on.
| DISCUSSION

| Limitations
The heterogeneity of the participants is not described as age and ethnicity demographics were not registered to preserve anonymity.
Participants self-selected to take part in the study as such may have different views to those less motivated to take part in research. The sample size was small, but not unusual for focus groups and qualitative methodology. 43 A limitation of qualitative research is that it is not possible to generalise the findings. However, the in-depth description of a small number of participants' views may resonate with readers.
Contextual detail is given so that readers may judge whether the findings transfer to their own settings. The integrity of the data is demonstrated using two patient focus groups, triangulating findings with student views and member checking. The findings echoed those of Carey et al. 22 and Lauckner et al., 12 further enhancing the credibility of the study.
Strategies were put in place to improve response rate such as reimbursement of costs without incentivising payments, a personal contact by the researcher to allay concerns and highlight the importance of the study, and a simple-to-understand information sheet. Despite these strategies, patient recruitment was a challenge. During recruitment, most people were willing to complete a questionnaire at the time but unwilling to return at a later date. Working people, in particular men, did not feel able to miss work to participate in research. It is not known why there was poor retention of patient participants with eleven failing to attend the focus groups and whether there were reasons around the research itself or around the burden of focus groups, and this is an area that needs further consideration.
| Discussion of findings
Dental education is about training the dentists of tomorrow to have the values and clinical skills necessary for collaborative patient- are not a commodity to be used without due care. It is imperative to understand the issues patients as important to be truly collaborative.
The literature on teaching and assessment of communication skills in dental education suggests that "patient input into communication skills assessment may help guide and shape learning" 22 Yet, no discussion in the literature was found in the systematic review of the perceptions of patients and dental students on these issues.
Whilst being the recipient of dental care at an educational establishment, patients might not necessarily expect to be involved in giving feedback on how a dental student communicates or see it as their place to do this in a learning environment. It is reassuring to know that the stakeholders involved are also supportive of this recommendation.
Both patient and student groups indicated that patients were "best placed" to comment on the communication skills of dental students.
In addition, patients, albeit based on a small self-selected sample, want to be involved in clinical dental education to improve patients' dental experiences in the future. This prosocial behaviour aligns with the aspirations of the DH 1 and NIHR 2 where patient involvement in clinical education is pioneered to improve patient care. This study did not however see students seeing the benefit of improved patient care from patient feedback, which was in contract to the paper by Oswald et al. 14 It resonates with the findings of Lauckener, Doucet and Wells 12 where "making valued contributions" was a clearly defined benefit of patient involvement.
This perception of patients being "best placed" and motivated to
give feedback on communication skills gives legitimacy to the concept that it is rightful for patients to give feedback and to comment on students' communication skills. Whilst expressing this, concurrently, there was also some indication that patients did not necessarily expect to be involved in giving feedback on how a dental student communicates or see it as their place to do so. A recommendation to dental educators is to provide clear statements giving permission and reiterating patient legitimacy in communication skill feedback processes. and the student (as the educator and co-learner) with the supervisor having a supportive role 44 However, the patients in this setting are seen primarily as co-educators rather than patient educators and the supervisors as experts and supportive.
The participants contemplated how anonymity might undermine or enhance the equanimity of this valuable relationship. Anonymity may reduce patient bias and free the patient from psychological pressures and concerns about future impact. Evidence suggests, however, that anonymity is counterproductive in clinical settings as it does not prepare the student for employment, where complaints and negotiations with dissatisfied patients may occur. Additionally, it weakens the learning process by eradicating the opportunity for discussion between the two groups 45 Students may feel thwarted in the feedback process if they are not able to enter into discussions with the feedback provider.
Notwithstanding this, if lack of anonymity is a crucial barrier to patients engaging in feedback, then this must be respected and anonymity maintained.
Ideally, feedback is criterion-referenced and students should expect to receive feedback based on mutually agreed criteria against which their performance will be assessed. It is important that students
are aware of what is considered to be a good performance; otherwise, they will find it difficult to modify the gap between the actual level and reference level of performance 46 Yet, patient feedback may be highly subjective and unique to that student-patient relationship and encounter. This may impinge upon feedback how it is received.
The participants recognised calibration of feedback as being a difficult area, and there was much discussion about the advantages and disadvantages of scoring charts, pictorial Likert scales, free-text boxes, websites, comment books or verbalisation as vehicles for delivering the feedback. This perhaps could be performed by capturing feedback from patients as they leave the dental clinics on a tablet app or by adapting the "Patient and Student Communication Assessment
Instruments" to be more user-friendly 37, 38 Training patients to criterion reference feedback needs to be considered prior to implementation of patient feedback or an acceptance that patient feedback is formative and subjective. A consensus was not reached on how to implement a patient feedback system. Indeed that is beyond the scope of the project which set out to consider perceptions of patient feedback on dental students' communication skills. The data suggest that process and implementation of feedback systems are further areas for exploration.
Whatever process is used to gather and give feedback from patients to students, support for the provider and receiver of the feedback was requested to facilitate authentic feedback. 22, 35, 48 The findings from the patients in this study support this view, and it is therefore recommended that patient feedback on communication skills is introduced in the higher years of a 5-year dental programme, allowing the simpler contexts to be addressed in the lower years. However, the student participants wanted to receive patient feedback early on in their dental education to "get it right." In addition, UK-based dental educators have a statutory requirement to fulfil the General Dental Council (GDC) learning outcomes for communication 49 and fulfil patients' expectations related to understandable communication as detailed in the GDC's "Standards for the Dental Team" document 50 In these, it states patients can expect to receive full, clear and accurate information that they can understand, before, during and after treatment, so that they can make informed decisions in partnership with the people providing their care. By involving patients in feedback on students' communication skills, they will be able to comment on whether their need for understandable communication is being met. This has relevance in courses where students see patients in the lower years.
The key recommendation from this study is to involve patients in providing feedback to dental students on the latter's communication skills. The study indicates a perception that patients are best placed to provide communication skill feedback and are motivated to do so. Information needs to be imparted to patients and students that capitalises on the notion of its mutual benevolence and legitimises it.
However, the study is a small exploratory one and would be enhanced by further data collection. This will improve the credibility and transferability of these findings.
| CONCLUSIONS
This research was driven by national initiatives to involve patients in improving clinical education. Whilst espousing using patients to give feedback on dental students' communication skills, studies exploring how patients and students feel about this were absent in the literature.
Universal support for this proposition was established with patients thinking they were best placed to comment on the communication skills of dental students. This is in accord with the findings of the systematic review on patient involvement in medical education 6 and the recommendations from the systematic review on teaching and assessment of communication skills in dental education 22 The findings from this study show that patients and students are willing to engage in patient feedback on students' communication skills during clinical encounters. With support and training, the concerns around this engagement are not insurmountable and the benefits mutually profit both groups. Consideration of the themes generated in this study could be used to empower patients and students to engage in this unique opportunity in a meaningful and constructive way.
